
60 DAY CENTRAL OFFICE REVIEW FORM 

Name of Inmate: _______________________________________ DOB: ______________ 

PID#:______ 

Date Segregated: _______________ 

Findings of Fact by Superintendent: 

 

 

 

SUPERINTENDENT’S DECISION: 

 

 

 

 

___________________________________________ 

Superintendent’s Signature Date 

CENTRAL OFFICE DECISION: 

 

 

 

 

 

___________________________________ ______________________________ 

Director of Facility Operations, Date Deputy Commissioner, Date 

Distribution: Director of Facility Operations 
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